H ow long will we tolerate the striking social gradient of health that affects our rich societies? Or have we already given up and accepted the unacceptable? Have we accepted that the less affluent of our fellow citizens are at higher risk of feeling unhealthy, being sick, and dying early? Have we accepted that being poor often means experiencing dental caries in early childhood, suffering from recurrent toothaches or impaired smiles, and having teeth prematurely extracted? There is an extensive body of literature on the importance of addressing the social determinants of oral health and modifiable common risk factors. Watt (2007) , in particular, called for a shift from the "biomedical/ behavioural downstream" approaches to approaches that are "upstream." Unfortunately, it seems that many dentists still feel powerless to address the social determinants of health: "it is not our job." In this commentary, we argue that 1) it is the dentists' and other oral health professionals' job to tackle social determinants of health and 2) as researchers and educators, we need to help clinicians in this endeavor and lead the development of "social dentistry."
The social determinants of health are the "conditions in which people are born, grow, live, work, and age" (World Health Organization 2017). They refer to our income, working conditions, literacy, and access to care; they also relate to the ways that society treats us, depending on our gender, social status, ethnic origin, or religious beliefs. Because these factors are related to "social structures," we expect governmental bodies to address them. It is indeed public institutions' duty, with the support of dental public health (Watt 2007) , to develop various upstream actions, such as eliminating absolute poverty, reducing material inequalities, and combating discriminations.
Does it mean that clinicians have no role to play in this process? On the contrary, they are well positioned to address the social determinants of health. This is why several voices in the United States have encouraged the development of "social medicine" (Westerhaus et al. 2015; Sklar 2017) : doctors should become "structurally competent" to develop mid-and upstream actions, in addition to producing individuallevel patient care. This approach is not new: it revives an old tradition that Rudolf Virchow, a German physician and politician of the 19th century, made famous by stating that health professionals were the natural advocates of the poor and social problems largely within their jurisdiction (Lee 1999) .
In Canada and the United Kingdom as well, voices have called on health professionals and researchers to tackle health inequalities through action on the social determinants of health. Allen et al. (2013) recommended training clinicians to identify the structural forces that shape their patients' health, to acquire knowledge about their communities, and to develop partnerships within and beyond the health sector. This would allow them, in addition to providing clinical individual care, to refer patients to a range of services addressing the causes of illness. In the same way, clinicians should advocate for change in local and national policies.
Implementing such approaches implies important changes in academic curricula. As Westerhaus et al. (2015) stated, "medical education, in its noble drive to educate the young clinician in the intricacies of human anatomy or the wonder of the biochemical processes that sustain life, has failed to link the interplay of important biological processes with the social space their hosts inhabit." Professional schools thus need to teach students how to gather information from their patients and identify the structures that shape their health. Trainees also "need to learn how to partner with community leaders and professionals from other disciplinessuch as lawyers, urban planners, school administrators, and corrections officersto achieve better health outcomes for their patients" (Hansen and Metzl 2017) .
In addition to modifying their curricula's content, professional schools need to revise their educational methods. Dao et al. (2017) underlined the limitations of the traditional "banking education" method, in which teachers act as depositors of knowledge with students as empty depositories. Instead, the authors called on educators to adopt transformative learning approaches and invite students to become "critically conscious." Through dialogue in "safe environments," teachers and students should try to "re-read the world," reflect on their assumptions related to social structures, analyze the ways that these structures influence health, and imagine actions to address them. Accordingly, several medical schools have modified their curricula, such as the Geisel School of Medicine at Dartmouth, Harvard Medical School (Coria et al. 2013) , the University of Michigan Medical School (Kumagai and Lypson 2009) , and the Perelman School of Medicine at University of Pennsylvania (Dao et al. 2017) . They label their new educational approach in various ways-social medicine, structural competency, critical consciousness, or social justice-but all aim to tackle social determinants of health. These changes echo the Global Consensus for Social Accountability of Medical Schools, which calls medical schools to anticipate and respond to the evolving needs of the society and its disadvantaged groups.
Clinical dentistry, however, is slow to join this movement, even though Williams et al. (2013) underscored its relevance. Let us emphasize here that 1) there is an enormous impact of social structures on oral health and 2) oral health social inequalities are severe and unjust. Thus, we believe that dentists and other oral health care professionals, as well as researchers and educators, should be at the forefront of actions addressing social determinants of health and that dental schools should reform their programs accordingly. By doing so, clinical dentistry would reconnect with a discourse that has historically focused on public health.
It is time to renew our ideals and develop a "social dentistry" that will respond to the urgent needs of our societies. We, as researchers and dental educators, have a crucial role to play in this endeavor. Specifically, we can build large interprofessional and intersectorial teams to pursue the following research objectives: 1) develop competency frameworks describing how clinicians can address the social determinants of oral health at the individual, community, and societal levels; 2) identify ways to promote and implement this social dentistry in our health care systems, including the reform of undergraduate and postgraduate curricula; and 3) evaluate the impact of the practice of social dentistry on the quality of dental care and, more broadly, on the social determinants of oral health.
Our objectives are ambitious, but does anyone believe that we cannot take up these challenges? As Tommy Douglas, former prime minister of Saskatchewan and promoter of Medicare in Canada, said, "courage, my friends; 'tis not too late to build a better world."
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